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Nationa! Diabetes Awareness Month — November 2000 


November is National Diabetes Awareness Month. In the United States, an estimated 
15.7 million persons have diabetes (7). During 1990-1998, the prevalence of diagnosed 
diabetes among adults, including gestational diabetes, increased 33% (2). During 
November, CDC, in collaboration with 59 state and territorial diabetes control programs 
and other partners, will highlight activities that increase awareness of the need for per 
sons with diabetes to receive influenza vaccine and of the growing public health problem 
of type 2 diabetes in children and adolescents 

Persons with diabetes should receive pneumococcal and annual influenza vaccina 
tions because they are more likely than persons without diabetes to die with complica 
tions of influenza and pneumonia (3). In 1997, only approximately half of persons with 
diabetes received an annual influenza vaccination, and only one third received pneumo 
coccal vaccine (4) 

Type 2 diabetes among children and adolescents appears to be a growing public 
health problem among American Indians/Alaska Natives and other North American eth 
nic populations (5). Although diabetes in children has typically been assumed to be type 
1 diabetes, recent clinical case series have indicated that type 2 diabetes is emerging 
among black, Asian/Pacific Islander, Hispanic, and white children and may account for 
8%-45% of the new cases of childhood diabetes (6) 

CDC is developing population-based registries of childhood diabetes to study preva 
lence, incidence, natural history, and quality of care. The study will help identify future 
program and intervention activities 

Information about diabetes is available from CDC, by telephone (877) 232-3422; e-mail, 
diabetes@cdc.gov; or the World-Wide Web, http://www.cdc.gov/diabetes 
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Levels of Diabetes-Related Preventive-Care Practices — 
United States, 1997-1999 


Persons with diabetes are at increased risk for serious complications (e.g., blindness, 
kidney failure, nontraumatic lower-extremity amputations, and cardiovascular disease) 
(7). Preventive-care practices, such as annual dilated eye and foot examinations, self- 
monitoring of blood glucose, and glycemic control, are effective in reducing both the 
incidence and progression of diabetes-specific complications (2-6 ). Despite the benefits 
of preventive-care practices, many persons with diabetes in the United States do not 
receive these services (7 ). The national health objectives for 2010 include increasing the 
proportion of persons with diabetes who 1) have an annual dilated eye examination to 
75%, 2) have an annual foot examination to 75%, 3) perform self-monitoring of their 
blood glucose (SMBG) at least once daily to 60%, and 4) have a glycosylated hemoglobin 
(HbA1C) measurement at least once a year to 50%. To measure levels of preventive- 
care practices, CDC analyzed data from the 1997-1999 Behavioral Risk Factor Surveil 
lance System (BRFSS). This report summarizes the results of that analysis, which 
indicate that levels of preventive-care practices among persons with diabetes are lower 
than the national health objectives for 2010 (Figure 1). 


FIGURE 1. Percentage of persons with diabetes who receive preventive-care practices 
and national health objectives for 2010 for each practice — Behavioral Risk Factor 
Surveillance System, United States, 1997-1999* 
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* Estimates are age-adjusted to the 2000 U.S. adult populaticn, 3-year averages. Data from the 
following states and territories were not included in the analysis: Delaware, Illinois, Indiana, 
Maryland, Missouri, New York, Oklahoma, Oregon, South Carolina, South Dakota, Washing- 
ton, Puerto Rico, Guam, and the U.S. Virgin Islands. 

' Self-monitoring of blood glucose. 

* Glycosylated hemoglobin. 
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BRFSS is an ongoing, state-based, random-digit-dialed telephone survey of the 
noninstitutionalized U.S. population aged >18 years. BRFSS is conducted in 50 states, the 
District of Columbia, Puerto Rico, Guam, and the U.S. Virgin Islands. This analysis was 
restricted to respondents who answered “yes” to the question, “Has a doctor ever told 
you that you have diabetes?” Women who were told they had diabetes only during 
pregnancy were excluded from this analysis. Persons with self-reported diabetes were 
asked, “When was the last time you had an eye exam in which the pupils were dilated?”, 
“About how many times in the last year has a health professional checked your feet for 
any sores or irritations?”, “About how often do you check your blood for glucose or 
sugar?”, and “About how many times in the last year has a doctor, nurse, or other health 
professional checked you for glycosylated hemoglobin or hemoglobin ‘A one C’?” Only 
persons who reported having seen a health professional for their diabetes during the 
preceding year were asked if they had their feet examined, and only patients who had 
seen a health professional for their diabetes during the preceding year and heard of the 
term “glycosylated hemoglobin” or “hemoglobin A one C” were asked if they had 
received a HbA1C measurement. Persons who were not asked the questions were con- 
sidered not to have received the services. Data were analyzed to determine the level of 
use of each preventive-care practice, by state, in the 40 states that had at least 2 years of 
data during 1997-1999. In addition, sociodemographic characteristics associated with 
use of each preventive-care practice were examined. Data were weighted to reflect the 
age, sex, and racial distribution of the adult, noninstitutionalized population of each state, 
and all estimates were age-adjusted to the 2000 U.S. adult population. Data were 
analyzed using SAS software, with SUDAAN to calculate point estimates and 95% confi- 
dence intervals. 

Among adults with diabetes in the 40 states, substantial gaps exist between current 
levels of preventive-care practices and the 2010 targets (Figure 1). Sociodemographic 
characteristics associated with each preventive-care practice varied by practice (Table 1). 
Men were more likely than women to have their feet examined. Persons aged >45 years 
were more likely to report having a dilated eye examination, persons aged >75 years 
were less likely to perform SMBG, and persons aged <45 years were more likely to have 
their HbA1C measured. Non-Hispanic whites were more likely to perform SMBG than 
were persons from other racial/ethnic groups. Persons with at least a high 
school education and with health insurance were more likely to receive each of the four 
preventive-care practices. 

Levels of preventive-care practices varied by state for each practice (Table 2). The 
proportion of persons who received an annual dilated eye examination ranged from 47.0 
to 81.0, who received an annual foot examination ranged from 42.4 to 69.4, who self- 
monitored their blood glucose ranged from 29.7 to 65.5, and who received a HbA1C 
measurement ranged from 16.9 to 42.4. Three states (Alaska, Maine, and Massachu- 
setts) met the dilated eye examination target, and one state (Montana) met the self- 
monitoring of blood glucose target; no state met the annual foot examination or HbA1C 
measurement target. 

Reported by the following BRFSS coordinators: S Reese, MPH, Alabama, MBA; P Owen, Alaska; 
B Bender, MBA, Arizona; G Potts, MBA, Arkansas; B Davis, PhD, California; M Leff, MSPH, 
Colorado; M Adams, MPH, Connecticut; F Breukelman, Delaware; | Bullo, District of Columbia; 
S Hoecherl, Florida; L Martin, MS, Georgia; F Reyes-Salvail, MS, Hawaii; J Aydelotte, MA, Idaho; 
B Steiner, MS, Illinois; L Stemnock, Indiana; J Igbokwe, PhD, lowa; C Hunt, MPH, Kansas; 
T Sparks, Kentucky; B Bates, MSPH, Louisiana; D Maines, Maine; A Weinstein, MA, Maryland; 
D Brooks, MPH, Massachusetts; H McGee, MPH, Michigan; N Salem, PhD, Minnesota; 
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TABLE 1. Age-adjusted proportion of persons with diabetes who received pre- 
ventive care, by selected sociodemographic characteristics — Behavioral Risk 
Factor Surveillance System, United States, 1997-1999* 





Dilated eye Foot 
examination examination SMBG' HbA1C* 
Characteristic % (95% Ci‘) % (95% Ci) (95% Cl) (95% Cl) 
Sex 
Men 60.5 (+ 2.8) 58.2 + 2.8) (+ 2.8) 2.5) 
Women 58.1 2.2) 50.8 (+ 2.2) (+ 2.2) 2.0) 
Age group (yrs) 
18-44 53.2 3.1) 51.2 + 3.1) (+ 3.1) (+ 2.8) 
45-64 62.9 1.9) 59.1 (+ 1.9) (+ 1.9) 1.7) 
65-74 + 2.0) 57.3 (+ 2.3) (+ 2.3) + 1.7) 
75 71.2 2.5) 52.6 (+ 2.8) (+ 2.7) 2.0) 
Race/Ethnicity 
White, non-Hispanic 2.1) (+ 2.1) (+ 2.1) 
Black, non-Hispanic 3.9) (+ 4.1) (+ 4.1) (+ 3.9) 
Hispanic (+ 5.0) (+ 4.9) (+ 4.5) + 3.9) 
Asian/Pacific Islander (+12.0) (+12.0) (+11.7) 
American Indian 
Alaska Native (+11.8) 48.9 +11,1) 35.7 (+10.2 (+ 9.4) 
Education level 
<High school 52.5 (+ 4.5) 44.6 + 4.6) 35.1 + 4.0) l (+ 3.3) 
High school 60.2 (+ 3.0) 54.6 (+ 3.0) 43.4 (+ 3.0) 20.5 (+ 2.4) 
>High school 62.1 (+ 2.4) 58.5 (+ 2.4) 47.7 + 2.5) 31.7 (+ 2.4) 
Health insurance 
Yes 61.9 (+ 1.9) 56.5 (+ 1.9) 46.6 (+ 1.9) 2 (+ 1.7) 
No 48.0 (+ 46) 42.1 (+ 4.7) 31.3 (+ 4.1) 1 (+ 3.8) 











* Estimates are age-adjusted to the 2000 U.S. adult population, 3-year averages. Data from the following states and 
territories were not included in the analysis: Delaware, Illinois, Indiana, Maryland, Missouri, New York, Okla 
homa, Oregon, South Carolina, South Dakota, Washington, Puerto Rico, Guam, and the U.S. Virgin Islands 
Self-monitoring of blood glucose 

* Glycosylated hemoglobin 

* Confidence interval 


D Johnson, MS, Mississippi; J Jackson-Thompson, PhD, Missouri; P Feigley, PhD, Montana; 
L Andelt, PhD, Nebraska; E DeJan, MPH, Nevada; L Powers, MA, New Hampshire; 
G Boeselager, MS, New Jersey; W Honey, MPH, New Mexico; C Baker, New York; Z Gizlice, PhD, 
North Carolina; L Shireley, MPH, North Dakota; P Pullen, Ohio; K Baker, MPH, Oklahoma; 
K Pickle, MS, Oregon; L Mann, Pennsylvania; Y Cintron, MPH, Puerto Rico; J Hesser, PhD, 
Rhode Island; M Wu, MD, South Carolina; M Gildemaster, South Dakota; D Ridings, Tennessee; 
K Condon, Texas; K Marti, Utah; C Roe, MS, Vermont; K Carswell, MPH, Virginia; K Wynkoop- 
Simmons, PhD, Washington; F King, West Virginia; K Pearson, Wisconsin; M Futa, MA, Wyo- 
ming. Epidemiology and Statistics Br, Div of Diabetes Translation, National Center for Chronic 
Disease Prevention and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate low levels of preventive-care practices 
and a wide gap between current state levels and the 2010 targets. States with the 
lowest levels were approximately 30 percentage points from reaching the target. 
Increasing the proportion of persons with diabetes who receive each preventive-care 
practice could minimize diabetes-related complications and would reduce the morbidity, 
mortality, and costs associated with diabetes (7). Collaborative efforts among health- 
care systems, health-care providers, public health officials, members of community- 
based organizations, and patients are needed to identify effective mechanisms for 
delivering improved quality care to persons with diabetes. 
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TABLE 2. Age-adjusted proportion of persons with diabetes who received pre- 
ventive care, by state — Behavioral Risk Factor Surveillance System, United 


States, 1997-1999* 





State 


Dilated eye 
examination 


Foot 


examination 


SMBG' 


HbA1C* 





% 


(95% Ci*) 


%, 


(95% Cl) 


% (95% Cl) 


(95% Cl) 





Alabama 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
District of 
Columbia 
Florida 
Georgia 
Hawaii 
Idaho 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
North Carolina 
North Dakota 
Ohio 
Pennsylvania 
Rhode Island 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
West Virginia 
Wisconsin 
Wyoming 


53.6 
76.8 
60.5 
47.0 
58.2 
56.0 
12.5 


(+ 8.0) 
(+ 8.0) 
+12.5) 


8.4) 
+11.2 


i+ RR 
5.6 


42.4 
59.9 
45.3 
49.0 
51.1 
59.6 


63 
62.9 
48.0 


7.6) 
+11.3) 
+11.0) 
8.5) 
5.7) 
+10.0) 


8.6 


+13.6 
6.2) 


9.1) 


+10.4 


Q7 


41.0 (+ 8.0) 
49.5 +11.1) 
42.2 (+10.9) 
38.4 + 8.7) 
37.2 + 5.2) 
10.6) 


9.4) 


498 (3 


l 5 
3 + 8 


) 


4) 
) 


9 
5 9 
0.5 + 8.5 

3 +10.4 
s) 


8.8) 


+ 5.7) 


(+11.6) 


+ 9.0 
8.6) 
5.2) 
+ 9.8) 
+9.7 


(+12.4) 


4.9) 
6.9) 


+ 9: 
8 





* Estimates are age-adjusted to the 2000 U.S. adult population, 3-year averages. Data from the following states and 
territories were not included in the analysis: Delaware, lilinois, Indiana, Maryland, Missouri, New York, Okla 
homa, Oregon, South Carolina, South Dakota, Washington, Puerto Rico, Guam, and the U.S. Virgin Islands 


Self-monitoring of blood glucose 


Glycosylated hemoglobin 
* Confidence interval 
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The only characteristics that were consistent across each preventive-care practice 
were education level and health insurance status. These findings suggest that socio- 
economic status and access to health care have an effect on the receipt of diabetes- 
related preventive-care practices. Further examination is needed to determine the role 
of sex, age, and race on receipt of preventive care. The variation by state in receipt of 
preventive care may, in part, result from differences in demographic distribution, physi- 
cian practice patterns, health-care system characteristics, and patient attitudes. 

The findings in this analysis are subject to at least two limitations. First, persons who 
live in nursing homes and in households without telephones are not included in this 
survey; therefore, these results cannot be generalized to these segments of the popula- 
tion. Second, because the data were self reported, they are subject to recall bias and may 
be underreported or overreported. 

CDC, in collaboration with 59 state and territorial diabetes control programs, pro 
vides leadership for a coordinated, multifaceted approach to increasing awareness and 
education about diabetes, improving the quality of diabetes care, promoting early detec 
tion of diabetic complications, and monitoring trends in the quality of care received by 
persons with diabetes. CDC and the National Institutes of Health will cosponsor the 
National Diabetes Education Program, which develops educational tools and community- 
based interventions and establishes public and private partnerships to address the needs 
of persons with diabetes and raise general awareness about the disease. CDC also 
supports Diabetes Today, a program that provides health professionals and community 
leaders with the skills needed to mobilize communities and improve diabetes care. CDC 
also is working with managed-care partners to determine how to improve care for per- 
sons with diabetes. Project TRIAD (Translating Research into Action for Diabetes) is a 
multicenter study that includes several managed-care organizations. Information on these 
prevention programs is available on the World-Wide Web at http://www.cdc.gov/diabetes/ 
projects/index.htm. 
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End-Stage Renal Disease Attributed to Diabetes 
Among American Indians/Aiaska Natives With Diabetes — 
United States, 1990-1996 


Diabetes is the leading cause of end-stage renal disease (ESRD) (i.e., kidney failure 
requiring dialysis or kidney transplantation), and ESRD treatment has increased among 
American Indians/Alaska Natives (Al/ANs) (7,2). To assess trends in the incidence of 
ESRD attributable to diabetes mellitus (ESRD-DM) treatment among Al/ANs with diabe 
tes, CDC and the Indian Health Service (IHS) analyzed data from the U.S. Renal Data 
System (USRDS). This report summarizes the findings of the analysis, which indicate that 
the incidence of ESRD-DM treatment is increasing among Al/ANs with diabetes, particu- 
larly young Al/ANs. 

USRDS is a surveillance system for ESRD supported by the Health Care Financing 
Administration (HCFA), the federal agency that administers the Medicare program which 
reimburses >90% of the ESRD treatment in the United States (7). USRDS collects, ana 
lyzes, and distributes information about the incidence, prevalence, treatment, and costs 
of ESRD (7), including demographic (e.g., age, sex, and race) and ESRD-related informa- 
tion (e.g., first date of treatment and primary cause of renal failure), ESRD-DM* (i.e., 
listed in USRDS as the primary cause of renal failure), and first treatment (e.g., kidney 
dialysis, peritoneal dialysis, or kidney transplantation) in each year during 1990-1996. 
The incidence of ESRD-DM treatment was calculated using annual age-specific and sex- 
specific diabetes prevalence estimates from the IHS outpatient database (3) and annual 
estimates of the AI/AN population from the U.S. Bureau of the Census. Incidence of 
ESRD-DM treatment was age-adjusted by the direct method based on the 1980 U.S. 
population with diabetes (4 ). 

In 1990, 394 Als/ANs with diabetes began treatment for ESRD-DM; in 1996, 719 
began treatment (Table 1). During 1990-1996, of 3884 Al/ANs with diabetes who began 
treatment for ESRD-DM, 2221 (57%) were women. During this period, the age-adjusted 
incidence of ESRD-DM treatment increased 24%, from 472 to 584 per 100,000 persons 
with diabetes (Table 1). The relative increase in the age-adjusted incidence was 32% 
among women and 14% among men. In 1996, the age-adjusted incidence of ESRD-DM 
treatment among AIl/ANs with diabetes was 584 per 100,000 persons with diabetes 
compared with 378 among the entire U.S. population with diabetes (4). Incidence of 
ESRD-DM treatment among Al/ANs with diabetes increased with age (Figure 1). In 1996, 
incidence ranged from 278 per 100,000 persons with diabetes among Al/ANs aged <45 
years to 723 among those aged >65 years. During 1990-1996, incidence increased 58% 
among Al/ANs aged <45 years, 9% among those aged 45-64 years, and 34% among 
those aged 265 years. 

Reported by: National Diabetes Program Headquarters, Indian Health Svc. Epidemiology and 
Statistics Br, Div of Diabetes Translation, National Center for Chronic Disease Prevention and 
Health Promotion, CDC. 

Editorial Note: ESRD-DM is a disabling and costly condition that disproportionately 
affects Al/ANs and is associated with high mortality (7). The data analyzed in this report 
suggest that the incidence of ESRD-DM treatment among the Al/AN population with 


*Diabetes as the primary disease causing renal failure is determined by ESRD treatment 
providers and reported on the Medical Evidence Form of HCFA using a detailed code from a 
list of diseases. 
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TABLE 1. Number and incidence* of American Indians/Alaska Natives with dia- 
betes who initiated treatment for diabetes-related end-stage renal disease, by 
year and sex — United States, 1990-1996 





Men Women Total 
Year No. Incidence No. Incidence No. Incidence 
1990 182 516.9 212 439.0 394 472.4 
1991 190 549.9 249 489.9 439 514.7 
1992 229 601.2 294 533.0 523 561.1 
1993 207 515.5 298 527.3 505 524.3 
1994 260 571.6 356 569.7 616 573.0 
1995 286 611.9 402 608.1 688 610.9 
1996 309 589.0 410 577.5 719 584.3 











* Per 100,000 persons with diabetes. Incidence of treatment was age-adjusted based on the 
1980 U.S. population with diabetes 


FIGURE 1. Incidence* of treatment for end-stage renal disease attributed to diabetes 
among American Indians/Alaska Natives with diabetes, by age and year — United 
States, 1990-1996 
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diabetes is increasing. The increase in treatment, especially among those aged <45 
years, contributes further to the large and growing public health problem of diabetes 
among Al/ANs (3,5). 

Reasons for the increased incidence of ESRD-DM treatment need further research; 
however, possible factors include higher incidence of ESRD-DM, changes in treatment 
and care practices, greater recognition of the etiologic role of diabetes in ESRD, better 
access to or acceptance of treatment, or a combination of these factors. Risk factors for 
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developing ESRD-DM include familial and genetic factors, duration of diabetes, hyper- 
tension, and hyperglycemia (2). 

The findings in this report are subject to at least four limitations. First, the data are for 
persons receiving ESRD treatment as reported to HCFA and do not include patients who 
die of ESRD before receiving treatment and those who are not reported to HCFA. 
Second, racial/ethnic misclassification of Al/ANs in USRDS data may result in an under 
estimation of incidence (6). Third, underreporting of Al/ANs in U.S. census counts may 
result in an overestimation of incidence. Finally, IHS data may not account for the total 
Al/AN population and may result in overestimation or underestimation of the number of 
Al/ANs with diabetes and, therefore, the incidence of ESRD-DM. Although these biases 
may have affected the magnitude of incidence estimates, trends in incidence would not 
be affected if the biases remained constant over time. 

The increased incidence of ESRD-DM treatment poses a public health challenge for 
Al/AN communities. Moreover, during 1990-1996, the age-adjusted prevalence of diabe 
tes among Al/ANs increased by 24% compared with 14% among the U.S. general popu 
lation (3). Interventions are needed to prevent both diabetes and diabetes-related renal 
disease among Al/ANs. Regular exercise, improved nutrition, and reduced body weight 
may prevent or delay the onset of diabetes (7). Among persons with diabetes, aggres- 
sive blood sugar and hypertension control and the use of angiotensin-converting enzyme 
inhibitors may prevent or delay the development of ESRD-DM (8-10). 

In 1998, IHS granted $30 million to tribal governments to help develop and implement 
interventions to prevent diabetes and its complications. In 1999, CDC, IHS, and other 
organizations established the National Diabetes Prevention Center in Gallup, New Mexico, 
to provide guidance and technical support to Al/AN communities throughout the United 
States and to develop, evaluate, and disseminate culturally appropriate interventions. 
CDC and the National Institutes of Health cosponsor the National Diabetes Education 
Program (NDEP) to promote early diagnosis and improve the treatment and outcomes of 
persons with diabetes. In 1999, in collaboration with IHS and other partners, NDEP 
launched a diabetes awareness campaign focused on the importance of controlling dia 
betes. Additional information about NDEP is available from the World-Wide Web, http: 
ndep.nih.gov/; http://www.cdc.gov/diabetes; or by telephone (800) 438-5383. CDC assists 
the National IHS Diabetes Program by providing technical assistance on the surveillance 
of diabetes and its complications among Als/ANs. The continued surveillance of diabetes 
and its complications will be an important tool for monitoring tne effectiveness of on 
going and future prevention strategies. 
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Folate Status in Women of Childbearing Age — 
United States, 1999 


In 1992, the U.S. Public Health Service (PHS) recommended that women of child- 
bearing age increase consumption of the vitamin folic acid to reduce spina bifida and 
anencephaly (neural tube defects [NTD]) cases (7). Since then, national efforts have 
been implemented to increase the use of dietary supplements containing folic acid (2). In 
1996, the U.S. Food and Drug Administration (FDA) mandated that all enriched cereal 
grain products be fortified with folic acid (3). To assess levels of folic acid among 
childbearing-aged women, CDC compared serum and red blood cell (RBC) folate concen- 
trations for childbearing-aged women who participated in the 1999 National Health and 
Nutrition Examination Survey (NHANES 1999) to childbearing-aged women who partici- 
pated in the Third National Health and Nutrition Examination Survey (NHANES Ill, 1988- 
1994). The findings indicate substantial increases in serum and RBC folate concentra- 
tions among women of childbearing age. 

Both NHANES Iii and NHANES 1999 used a stratified, multistage probability sample 
of the civilian, U.S. noninstitutionalized population. NHANES Ill surveyed persons aged 
-2 months. NHANES 1999 surveyed persons of all ages. A household interview and a 
physical examination were conducted for each survey participant. During the physical 
examination, blood was collected by venipuncture for all persons aged >1 year. Serum 
and RBC folate were measured by the same analyst in the NHANES Central Laboratory 
for both NHANES Ill and NHANES 1999. For Phase 2 (1991-1994) of NHANES Ill and for 
NHANES 19939, the Bio-Rad Quantaphase Ii™ simultaneous folate/vitamin B12 radioassay 
(Bio-Rad Laboratories, Hercules, California) was used; the Quantaphase™ assay (folate 
alone) was used for Phase 1 of NHANES Ill (1988-1991) (4). Longterm quality-control 
data for these assays, including “bridge” control materials that were used in both sur- 
veys, indicated no analytical drift; results of all external proficiency testing challenges 
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were graded as satisfactory. The overall >6 year mean coefficient of variation for serum 
and RBC folate was 5%. 

From NHANES Ill to NHANES 1999, mean serum folate concentrations for all women 

aged 15-44 years increased from 6.3 to 16.2 ng/mL, and the 75th percentile increased 
from 7.8 to 19.5 ng/mL (Table 1). Increases in the mean serum folate concentration were 
of comparable magnitude for nonpregnant women (6.0 to 15.9 ng/mL), a group less likely 
to use folic acid-containing supplements, for women who had used a vitamin/mineral 
supplement at least once during the preceding 30 days (8.4 to 20.0 ng/mL), and for 
women who had not used supplements (4.7 to 12.6 ng/mL). Similar results were obtained 
for RBC folate, a better measure of longterm folate status. Mean RBC folate concentra- 
tions for all women aged 15-44 years increased from 181 to 315 ng/mL (Table 1). 
Reported by: National Center for Health Statistics, National Center for Chronic Disease Preven- 
tion and Health Promotion, and National Center for Environmental Health, CDC. 
Editorial Note: Results from NHANES 1999, which was conducted after implementation 
of food fortification and educational efforts to increase folate consumption, suggest that 
these public health actions have been effective in increasing folate status among U.S. 
women of childbearing age. These findings are consistent with reports of improved 
folate status in selected subsets of the U.S. population (5,6). 

One of the national health objectives for 2010 is to increase the proportion of preg- 
nancies begun with an optimum folic acid level by increasing the median RBC folate level 
to 220 ng/mL among nonpregnant women aged 15-44 years (objective 16-6b) (7). On 
the basis of NHANES 1999, this objective has been met. 

Women of childbearing age in the United States who are capable of becoming preg 
nant should consume 0.4 mg of folic acid per day to reduce their risk for having a preg- 
nancy affected with spina bifida or other NTDs (7). The use of vitamin supplements 
containing folic acid before and during early pregnancy reduces the risk for NTD (7). In 
addition, PHS recommended and FDA subsequently mandated fortification of the food 
supply to deliver folic acid to the general population. Because up to half of pregnancies 
are unplanned and NTDs occur early in pregnancy, before many women are aware that 
they are pregnant, food fortification is a particularly important approach to folic acid 
delivery. 

The increase in blood folate levels among women of childbearing age participating in 
NHANES 1999 is probably the result of the fortification of enriched cereal grain products, 
although some of the increase may be attributable to educational efforts and an increase 
in women using vitamin supplements containing folic acid. Preliminary analyses indicate 
that the prevalence of supplement use was similar in the two surveys. Other studies 
have documented relatively small increases in the proportion of childbearing-aged 
women who regularly consume supplements containing folic acid (8,9 ). In addition, blood 
folate concentrations in women who did not use vitamin supplements also were higher in 
NHANES 1999 than in NHANES lil. 

Because the sample size in NHANES 1999 is smaller than that of the multiyear 
NHANES III, more data will be necessary to confirm these findings and to allow more 
detailed analyses of trends in biochemical folate status in all population subgroups, par- 
ticularly in young women of different race/ethnicity and socioeconomic status. 

If all women of childbearing age followed the PHS recommendation of daily folic acid 
consumption, the number of pregnancies affected by NTD would be reduced by half (7). 
Despite the substantial increase in blood folate concentrations documented for U.S. 
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women of childbearing age, full evaluation of the health impact of folic acid fortification 
on NTD occurrence will require additional information. Data on NTD occurrence derived 
from the birth certificates of babies born in 1999 (conceived in 1998, after fortification 
became mandatory) are scheduled to be released in 2000. These national data, along 
with other NTD data collected by CDC and additional analyses of data from the continu- 
ous and ongoing NHANES, will provide data to evaluate fully the impact of folic acid 
fortification in the United States. 
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Notice to Readers 


National Epilepsy Month — November 2000 


November is National Epilepsy Month. Epilepsy, a central nervous system disorder 
characterized by unprovoked recurrent seizures, affects approximately 2.3 million per- 
sons in the United States. Of these, approximately 316,000 are children aged <15 years. 
It is common for a child to daydream or, when first awakened from sleep, to appear 
sleepy and irritable. It also is common for a toddler to fall suddenly when learning to walk. 
When these behaviors occur often or in patierns, however, they actually may be signs 
that a child is having a seizure. To address this concern, the Epilepsy Foundation and its 
affiliates have launched the “Kids & Seizures: Know the Hidden Signs” campaign as the 
focus of this year’s National Epilepsy Month activities. The activities will be directed at 
parents, daycare workers, and other care givers to help them recognize the common and 
little-known signs of epilepsy. 

Additional information about epilepsy or the “Kids & Seizures: Know the Hidden 
Signs” campaign is available from the National Epilepsy Foundation, telephone (800) 
EFA-1000, or the World-Wide Web, http://www.epilepsyfoundation.org. 
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Erratum: Vol 49, No. 41 


In the article, “Hospital-Based Policies for Prevention of Perinatal Group B Strepto- 
coccal Disease United States, 1999,” on page 938 in Table 2, the denominator in 1997 for 
“Hepatitis B” should be 170 hospitals and the denominator for “Standing Orders for 
GBS prophylaxis” should be 176 hospitals. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending October 21, 2000, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending October 21, 2000 (42nd Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending October 21, 2000, and October 23, 1999 (42nd Week) 
Escherichia coli 0157:H7* 
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AIDS Chiamydia Cryptosporidiosis NETSS 
Cum | Cum Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2000° 1 2000 1999 2000 1999 2000 1399 2000 1999 
NITED STATES 30,346 35,529 517 529,425 2,19 3.775 3,056 K: 2,3 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending October 21, 2000, and October 23, 1999 (42nd Week) 





Reporting Area 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 21, 2000, and October 23, 1999 (42nd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending October 21, 2000, and October 23, 1999 (42nd Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 21, 2000, 
and October 23, 1999 (42nd Week) 
H. influenzae Hepatitis (Viral), By Type Measies (Rubeola) 
Invasive A B Indigenous imported* Total 
Cum Cum Cum Cum Cum Cum } Cum Cum Cum Cum 
Reporting Area 2 4 1 2 1 2000 1999 2000 2000 2000 2000 2000 1999 


JNITED STATES 925 969 9,768 13,242 5,457 5,580 4 8 a3 
































NEW ENGLAND 16 291 y , 4 1 
Maine 5 17 1 


N.H 1 


PR 2 
V U 

Amer. Samoa U U 

C.N.M.1 J 
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*For imported measles, cases include only those resulting from importation from other countries 
Of 188 cases among children aged <5 years, serotype was reported for 79 and of those, 20 were type b 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 21, 2000, 
and October 23, 1999 (42nd Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
October 21, 2000 (42nd Week) 





All Causes, By Age (Years) All Causes, By Age (Years) 
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*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 2100,000 
A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 

Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks 

‘Total includes unknown ages. 
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